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Art. XI .—Strangulated Femoral Hernia. Operation: Recovery. By 

F. A. Burrall, M.D., Fellow of the New York Academy of Medicine, 

Surgeon to the New York Northern Dispensary. 

Some months ago I was called to see Mrs. -, of New Jersey, aged 

70, and a widow, who was on a visit to a daughter in New York City. 
Seven years previously she had had an attack of nausea and vomiting, 
and noticed at that time a small tumour in the right groin. This she 
pushed back, and had since done so repeatedly, when it reappeared. She 
had never worn a truss. She had suffered from constipation. 

Two nights before I saw her she was attacked first with a pain in the 
hypogastrium, then nausea and vomiting; the pain on other similar oc¬ 
casions had been also in her back. During the night of the present attack 
the tumour again appeared, and was at first supposed to be an enlarged 
gland. An injection was given which was returned. 

When I saw her I found her calm and with little constitutional excite¬ 
ment. There was occasional vomiting of a coffee-coloured fluid. The 
tumour was about the size of a large marble, elastic, and below the right 
Poupart’s ligament. Ineffectual taxis, both while the patient was on her 
back, and also on her hands and knees, was employed. I then advised an 
operation; but the consent of friends could not be obtained until other 
members of the family had been consulted; and this caused a delay of 
several hours. At 6 P.M., assisted by Dr. W. R. Whitehead, the patient 
was etherized and placed crosswise at the edge of the bed. I pinched up 
the skin and transfixed it vertically just within the median line of the 
tumour, then enlarged the. wound and continued the dissection, opening 
the sac. A constriction existed at what seemed to be the falciform edge, 
which was divided with a probe-pointed bistoury. There was no constric¬ 
tion at Gimbernat’s ligament, but the neck of the sac was adherent at 
the ring by adhesions which were broken with the finger, and the iutestine 
was brought down, still strangulated. The strangulation was caused by 
delicate fibrous rings running transversely round the neck of the sac. 
These were carefully divided, and the intestine, which was bluish, but in a 
tolerable condition, slipped back into the abdominal cavity with a gurgle. 

A sponge, dipped in a solution of carbolic acid, of the strength of about 
a drachm to a pint, was stuffed for a moment into the wound ; the ad¬ 
jacent skin was washed with the same solution, then the wound was closed 
with silver sutures and adhesive straps, over which was a piece of lint 
wrung out from the carbolic acid solution and a compress and spica band¬ 
age. Ordered R. Morphim sulphat. gr. ij, spts. nit. dulcis gss, aquae 
3jss. M. S. 3j P- r. n.; not oftener than once in two hours. At 10 P.M. 
the pulse was 96, and the patient was quite comfortable. 

During the night there was a watery, brownish passage from the bowels. 
In the morning the pulse was about 90 ; expression of face good; the 
abdomen slightly tympanitic and puffed upon the right side. It was 
ordered to give the mixture in sufficient doses to keep up slight narcotism. 

The case progressed favourably, with the exception of burrowing of pus 
in the external cellular tissue near the wound, and a red, painful spot just 
outside the patella, which I thought due to a connection by the lymphatics 
with the pus near the wound. The purulent tract was washed out with a 
An of carbolic acid; after which the wound closed gradually, and the 
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redness disappeared. The pulse did not rise to 100. Milk-punch and 
beef tea with quinia were given at the commencement of the after-treat¬ 
ment, and continued throughout. 

The patient made a sound recovery. She has found it necessary or ad¬ 
visable to wear a truss since her return to her usual duties. 

This case will, I trust, add something to the lists of those physicians 
who may be making notes or statistics of hernia. 


Art. XII.— Description of an Anomalous Origin of the Right Sub¬ 
clavian Artery, associated with Anomalies of Origin of the Branches 
of both Subclavian Arteries; with Remarks. By J. Ewing Mears, 
M.D., Prof, of Anatomy and Surgery in the Pennsylvania College of 
Dental Surgery; Secretary of the Pathological Society of Philadelphia, 
etc. 


The specimen represented in the annexed drawing was prepared by me 
some years since—having come under my observation whilst engaged in 
dissecting in the Jefferson Medical College anatomical rooms. Owing to 
the fact that the subject, in which it occurred, was dissected in parts, in 
common with other students, it was impossible, at the time at which the 
anomalies were discovered, to trace, with that accuracy which is so essential 
in all anatomical descriptions, the distribution of the vessels arising by 
anomalous points of origin from the subclavian arteries, or to determine 
the relations of the surrounding structures. It is believed, however, that 
the vessels can be designated with sufficient exactness to warrant a descrip¬ 
tion of the specimen, by means of which it will 
be placed on record, with such other specimens 
of this character as have been already described. 

The specimen presents, as will be recognized 
by reference to the figure, the following pecu¬ 
liarities :— 

1. Abnormal origin of the right subclavian 
artery. 

2. As a necessary consequence of the first, 
an anomalous origin of the right primitive 
carotid artery. 

3. Irregularity in the points of origin of the 
left primitive carotid, and left subclavian ar¬ 
teries. 



4. Deviations from what is regarded as the normal plan of origin in 
the branches of the subclavian arteries. 
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